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Background: The construction of colostomy is associated with decreased physical and psychological well-
being as well as decreased quality of life. Cecostomy is the creation of an opening in the cecum to provide
colonic decompression.
Objective: This work was conducted to evaluate the efﬁcacy of tube cecostomy as an alternative to co-
lostomy in the managing patients with left-sided colonic carcinoma and rectal cancer in terms of
occurrence of postoperative morbidity and mortality and the functional outcome.
Design and settings: A total number of 156 patients with colorectal cancer were enrolled in the study and
were divided randomly into two equal groups.
Patients: A group of 78 patients underwent tube cecostomy (group A) were compared with the other 78
patients who underwent loop colostomy (group B). The outcome parameters were the incidence of
anastomotic leak, operative time, primary operation mortality rate, patient satisfaction and hospital stay.
Results: The mean operating time and the mean hospital slay was signiﬁcantly shorter in tube cecostomy
group when compared with loop colostomy group (P < 0.05). The overall recorded morbidity for the
primary operation was 12.8% and 29.5% for group A and B respectively [P  0.05] while the stoma related
complications rate was 7.7% and 25.6% for each group respectively [P  0.05].
Conclusion: Performing tube cecostomy instead loop colostomy in managing patients with left-sided
colonic carcinoma and rectal cancer can decrease the anticipated postoperative morbidity, lowers pro-
longed hospital stay and provides adequate functional outcome.
Clinical trial registration: ACTRN12611000353998 http://www.anzctr.org.au/ACTRN12611000353998.
aspx.
 2013 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Leakage from anastomotic line is a serious complication
following resection for colorectal carcinoma. It may be present as
generalized peritonitis requiring abdominal reoperation, when
there is marked amount of collection, or as a subclinical leak
detected merely on contrast radiology.1 A protective colostomy
usually helps to reduce the rate of anastomotic leakage that required
surgical intervention, andmitigates the sequelae of such leakage.2 A
proximal or transverse colostomy is often used as a temporary basis
for obstructing cancer lesions of the colon.32032 (mobile); fax: þ20
ciates Ltd. Published by Elsevier LtHistorically, cecostomy has been advocated to protect a left-
sided anastomosis, used as a treatment for large bowel obstruction,
cecal perforation, volvulus or Ogilvie’s syndrome. The construction
of a stoma is associated with many adverse effects on social func-
tioning, including work and productive life; relationships with
friends, relatives, and partners; and other social activities and in-
terests of the affected patients and there seems to be a trend to
favor primary repair without a covering stoma not only in trauma
surgery but also in left-sided malignant colonic obstruction.3e5
Some investigators6e9 assumed that for temporary fecal diver-
sion after left hemicolectomy due to obstructing cancer, tube
cecostomy may help to reduce the rate of anastomotic leakage and
also to avoid the second operation for stoma closure. The aim of the
present study is to evaluate the safely of employing tube cecostomy
instead of proximal or transverse colostomy as the procedure of
choice for patients requiring surgical treatment for left-sided
colonic carcinoma and rectal cancer.d. All rights reserved.
Table 2
Complication rates of both groups.
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Over a period of ﬁve years between January 2007 and January 2012, all patients
presenting with large bowel obstruction due to cancer at Port-Fouad general hos-
pital and Suez Canal University hospital, Egypt were randomly divided into two
groups (A and B). Group A consists of 78 patients underwent tube cecostomy as
diverting stomas after left hemicolectomy. Tube cecostomy was performed as
described by Clark and Hubay in 1972.7 Group B consists of 78 patients underwent
loop colostomy as diverting stomas after left hemicolectomy.
Randomization was performed by a statistician using a computer-generated
random allocation sequence. The assignments were then placed into the opaque
identical sealed envelopes as eligible participants were enrolled into the study.
These envelopes were opened in sequential order to give each patient his or her
random group assignment. The envelopes were opened by the operating surgeon
after patient consent and just prior to the surgery.
Included in the study were patients of both sexes in any age presented with
gross malignant left large bowel obstruction on plain ﬁlms of the abdomen with
compatible history and physical ﬁndings; barium enema showing complete colo-
rectal obstruction and their surgical ﬁnding showed complete large bowel
obstruction. Exclusion criteria included patients proved to have perforation in
addition to obstruction, and those with uncertain diagnosis or insufﬁcient clinical
data. Written consents were obtained from all patients or ﬁrst degree relatives and
the steps of both operative interferences were explained to all patients. The local
ethics committee had approved all operative procedures.
All patients were admitted to the surgery department, under the care of treating
authors who agreed the management policy. Co-morbid conditions such as cardio e
respiratory disease, renal insufﬁciency, cirrhosis and diabetes mellitus were docu-
mented, and optimal perioperative management was followed. Preoperative
resuscitation included ﬂuid replacement withmonitoring of central venous pressure
and urine output, correction of electrolyte imbalance and nasogastric suction.
The level and extent of resection depended on the site of the malignant lesion,
the condition of the bowel, and the general condition of the patient. After operation,
patients were monitored carefully and those with severe premorbid risk factors or
requiring inotropic or ventilatory support were admitted to the intensive care unit.
The statistical analysis was run on a compatible personal computer using the
Statistical Package for Social Scientists (SPSS) for windows 15. The values were
expressed as means  standard errors of deviation. The mean values of the groups
were compared by one-way analysis of variance (ANOVA) and paired comparisons of
the groups were done using the paired student t test. P < 0.05 was considered
signiﬁcant.
The primary end points of the study were anastomotic leak that was considered
when there was evidence of generalized peritonitis or radiographic evidence of a
leak on contrast enema10 and early complications that occurred as early as <1
month postoperatively. Stomal necrosis is deﬁned as the death of stomal tissue
resulting from impaired blood ﬂow.11 Stomal retraction is deﬁned as the disap-
pearance of normal stomal protrusion in line with or below the skin level.12
Mucocutaneous separation occurs when stomal tissue detaches from the sur-
rounding peristomal skin.13 The secondary end points were operative time, patient
satisfaction, procedure e related mortality and hospital stay.
3. Results
Regarding the sociodemographic data and the level of obstruc-
tion, we found no signiﬁcant differences in both groups. Age and
male/female distributions are shown [Table 1].
The anastomotic related complications rates were higher in
cecostomy than colostomy patients. Five patients out of the sev-
enty-eight patients in the cecostomy group (6.4%) presented with
anastomotic complications, two of them showed fecal peritonitis
necessitating reoperation and conversion to Hartmann’s technique.
All those 5 patients were >65 years. On the other hand; 3 patients
experienced anastomotic related complications in the colostomy
group. One of them had fecal peritonitis and was re-explored.
Although higher in the cecostomy group, the difference inTable 1
Sociodemographic data of the studied patients.
Group Age: 22e45 Age: 45e65 Age >65 Total
Male Female Male Female Male Female
Tube cecostomy 10 9 19 11 15 14 78
Colostomy 9 11 21 9 16 12 78
Total 19 20 40 20 31 26 156anastomotic related complications was not statistically signiﬁcant
(P > 0.05).
The authors relied on the early complications that occurred as
early as <1 month postoperatively. The overall complications rate
of the primary operation was 12.8% and 29.5% for group A and B
respectively [P  0.05] while the stoma related complications rate
was 7.7% and 25.6% for each group respectively [P  0.05]. Skin
irritation and peristomal infection were the most evident items in
stoma related complications. In colostomy group, their rate was
60.7% while in cecostomy group; it was 60% of the overall
complication rate. The overall complication rate including those
related to primary operation for each group and the stoma related
morbidity were traced in Table 2.
In group B, the duration of the primary operation was consid-
erably longer and statistically signiﬁcant (223  14.1 min)
compared with that of group A (189  10.3 min) P < 0.03.
3.1. Stoma care and patient satisfaction
The authors proposed a 4-point scoring system for stoma pa-
tient satisfaction. Each item of the following was given a score of
one point if the patient answered with yes and zero point if
answered with no. The lowest score reﬂected the better patient
satisfaction.
 Appliance needs: Do you need appliance?
 Bag ﬁtness: Do you think the bag is not ﬁtted snugly around the
stoma
 Changing the bag: The bag is changed with difﬁculty and extra
effort
 Skin care: The skin around the stoma is macerated and needs a
paste
The total points for the cecostomy group was 169 while it was
218 in the colostomy group reﬂecting better patient satisfaction in
patients with cecostomy group (P < 0.03).
The overall mortality of primary operation for each group and
age subgroups was shown in Table 3. The mortality rate was (7.7%)
in the cecostomy group while it was (9%) in the colostomy group.
The difference was not statistically signiﬁcant (P-value > 0.05). In
both groups; about 60% of the overall mortality was in patients>65
years.
3.2. Hospital stay
The hospital stay for primary operation (admission, resuscita-
tion, resection with colostomy) in patients of group B was 17e21
days and 5e7 days for colostomy closure. The total hospital stay
in group B was 22e28 days (25  2.5). While the stay for primary
operation in patients of group A (admission, resuscitation, resection
with cecostomy) was 12e15 days and 1e3 days for cecostomy tubeComplication Tube cecostomy group Colostomy group
Stoma related
Necrosis 0 1
Skin irritation 0 6
Retraction 0 1
Mucocutaneous separation 0 4
Peri-stomal infection 6 8
Anastomosis related
Minor leak 2 2
Peritonitis 2 1
Overall 10 23
Table 3
Mortality rates of both groups.
Group 22e45 45e65 >65 Total
Tube cecostomy 1 1 4 6
Colostomy 1 2 4 7
Total 2 3 8 13
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(15.6  1.7) (P ¼ 0.0003).
4. Discussion
Cecostomy was ﬁrst described in 1710 by Litter. Since that time,
it has been a controversial procedure.7e14 Although it was popular
several decades ago, the role and effectiveness of catheter tube
cecostomy as a mean of colonic decompression are not clearly
deﬁned.8 It was used as a prophylactic vent for a distal anastomosis
following resection for benign lesions of the colon and as a pro-
phylactic vent for distal colotomy suture lines following poly-
pectomy. Also, it was used as a method of decompressing acute
obstruction of the colon and in the treatment of cecal volvulus and
cecal perforation.15,16
In published studies; the overall complication rate including
those related to primary operation was about 34e50% and those
related to stoma formation was 12%.17,18 In the present study; The
complication rate of the primary operation and stomal complica-
tion rate were reduced in case of tube cecostomy group with sig-
niﬁcant distribution and our data are in agreement with others of
same interest.7,11,19 Regarding the most commonly reported com-
plications, peristomal infection was found to be the most evident.
This ﬁnding is consistent with that observed in similar study which
reported skin irritation and poor stoma location as the most
frequently occurring complications17.
Regarding the overall mortality, our results showed comparable
ﬁgures with insigniﬁcant distribution between the two groups of
study and these data came in concordance with other studies of
same interest as regard rate and age subgroups7,9,18 Comparison of
cecostomy results in published studies versus proximal diverting
loop colostomies for the same indications showed comparable
mortality after the ﬁrst operation and cecostomy decrease mor-
tality of the second operation.6 The overall mortality in other
studies was 5e11%7,9,18 and was more in patients over 70 years.
Most of these mortalities were due to cardiac failure and sepsis.18
In an interesting study for evaluation of tube cecostomy, few
complications were reported, including superﬁcial wound infec-
tion, leakage around the tube, skin maceration, tube occlusion,
premature tube dislodgement and colocutaneous ﬁstula. These
complications do not require re-operations in any patients. The
authors have concluded that tube cecostomy is of therapeutic value
in certain clinical situations when careful tube placement and
vigilant postoperative tube are followed. It should provide
adequate function with minimal morbidity.8
Therapeutic procedures may not only treat disease but also
affect patient quality of life that should be measured in order to
assess the impact of disease and therapeutic procedures.20A stoma,
in general, has an enormous impact on a patient’s psychological,
physical, social well-being and on his quality of life.21 The present
study correlated between stoma formation and patient’s satisfac-
tion in colostomy and cecostomy groups. The colostomy group
patients reported signiﬁcantly lower patient satisfaction. It is the
role for health care providers to create a supportive environment
that promotes better quality of life for those patients.21
In 2000, Perrier and his colleagues9 suggest that cecostomy is a
useful and less invasive surgical procedure for patients presentingwith colonic obstruction caused by cancer. For safety in colonic
resection, Muir (1968), stated that the main disadvantages of co-
lostomy were less well tolerated than cecostomy and required
formal closure while cecostomy is safer, easier technically, well
tolerated, effective if well handled and may close spontaneously.22
In 1999, Tschmelitsch and his team6 believed that colostomy has no
advantage over cecostomy. Another advantage for cecostomy tube
over colostomy is avoidance of second operation for closure of the
stoma in most cases.23
When analyzing hospital stay; the present study showed that
patients with colostomy stayed longer than those with tube
cecostomy and this observation came in agreement with other
studies of same interest.6,95. Conclusion
Tube cecostomy is a good alternative to loop colostomy in
managing patients with left-sided colonic carcinoma and rectal
cancer. It has minimal morbidity, less hospital stay and provides
better patient satisfaction. Moreover, it avoids the second operation
for colostomy closure.
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